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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

! BIRTH NO.

’ FLED MAR 31 1950
A '

E DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _,&QL-rmumv REG. DIST. m.m Registrar's Na._lz..._.............

9601,

State File No

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decossed lived. If institution: residence before

(If yeu, xive war or dates of serviee)
T

{Yes, no, r\)r unkoown}

NonNE

16. SOCIAL SECURITY
NO.

a. COUNTY . a. STATE . b. COUNT admission}.
" Madison Missouyi Yadison ™ 1\
" b, CITY {If oytoids corpurste limits, write RURAL and give ¢, LENGTH OF c. CiTY (If outslde vorporate iismits, write RURAL ac.d €ive township) v
townsbip}[ STAY (i this place) O(g
1o Kypal — St Michaer 130 yedrs. oW RoralL — 57 Michkaer 02p
d. Fbiil& NAME OF (If not in boapizal or inatitution, give strect ndd: 1 d. A%T'DRI'\‘EEESI-S {1f rural. give loeation)
_ INsTITOTIon Bt Fredevic speon, /Via 7?#}?_. rrea(emm +own, Mo.
-3 6«5@&5 SCEIE S (Fx.rEt) 7 b. (Mladle) . (Last) n DATE (Month) (Day) (Yean
{ Tepe or Print) -SO PH A /WHE EL/—[S DEATH MRRCH ;23 )450
5. SEX \ 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH : 9. AGE (o yosrs| IF totr 1 vean | & unDER M RS,
. WIDOWED, DIVORCED (8pecify) last birthday) {Moathe| Days | Hours | Min.
female' [ohive Wi dow Dee 5,1867 S — 1 =1~
10a. USUAL OCCUPATION (Givekind of work { 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (Stata or tarelgs country) 12. CITIZEN OF WHAT
done during most of worklag life, sven if retired) DUSTRY . / COUNTRY?
Hovsewife None, L hi1agrs U, s.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBMD‘OR wIFE
G. R MagL S ME
: K, ARLOW AKAH ; o~
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Mys. Lynn Smrm ARVTHERs viILLE. Mo,

18, CAUSE OF DEATH
. Enter only onecauss per
line for (a), (b), and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH®*

te. It medns the dis. !heunderlqucuust

DUE TO ()

MEDICAL CERTIFICATION

INTERVAL BETWEEN

ON
\ - d e . ?AHD; :2{

*This does 1ot fean ANTECEDENT CAUSES 1. P . s } \ )
the mode of dying, sueh | Morbid conditions, if any, giring DUE TO (b} —@— v J
as beart faflure, asthenia, | rite Lo the abore cause (a) siating ) . . . ] N .

caze, infury, of complica- |, - -
tion which caused death, | |1 OTHER SIGNIFICANT CONDITIONS . e +
Conditions contributing to the death bud not ‘Z
related to the disease or condilion cauzing death, 2-2- 2
f%a. DATE OF QPERA- | 15b. MAJOR FINDINGS OF OPERATICN . - 20, AUTOPSY?
TION
YES D NO [E'
2ia. ACCIDENT (Bpmcity) 216. PLACE OF INJURY (s.x..Ineraboct | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STA
SUICIDE homae, farm, [notory, street, office bldg..me.) - .oz
HOMICIBE 6!
21d. TIME (Monthb}) (Dmy) (Year) (Houn 21e, INJURY OCCURRED 214, HOW DID INJURY OCCUR? —
WHILE AT NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify that I attended the deceased from

alive on

;{ﬂ_, and that death, occurrjd at m_&

19547, 1wtMarch 23 1950 that I last saw the decessed

., from the causes and on the dafe siated above.

)’L(‘D or mlc)

23a, S?TURE /@

Bc. DATE SIGNED

3-24-50

23b, ADDRm z % g z I

o

DATE REC'D BY LOCAL

_Zl_,l;aONE UERMIS‘LMLCREMA 24b. DATE 24c. I\A“E OF CEME.TERY OR CREMATORY 24d, LOCATION (City, town, cr county) (State)
. ¥) f -
dosia U | 3-26-50 BETHBL Cemevery | Womack 0. .

25 FUNERAL DIBECTOR'S S1GNATURE ‘AbDRESS

-/ (KA

. 9‘& %R s snGNATuz Z }% 7

{Licensed &g@lmn Statement on Reverse Sid
ke £

[




;\»,‘LEEV’ED
L 2 91350

DISTRICT HEALTH OFFICE No. 4
Filarllo. 350 - ¥(.§

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, smby. . T

$tudent-Faiuiaa? Mo,

B VULV W e

Student Embalmer Licensed Embalmer No 3 q 7 g—

P. O. Addreaqﬂ'n&mm m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m " his OWN HANDWRITING (leure to comply with
the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be so stated above.

_9‘_-




